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ABSTRACT „ s - 

" Self -assessment . of health ' incorporates both object ive x 
and subject ive elements into a general state with implications for 
health-related behavior. To examine the predictots of self-assessed 
healthy in an elderly, post-hospi talizat ion population , 73 adults, 65 
years of age or older, weire asked to assess the status of ,/the 
condition for which they were hospitalized, satisfaction with. their 
progress, and overall health, just ^prior to hospital discharge and 2 
months later. All patients were either hospitalized for heart disease 
or hip fractures or replacements , which required supportive care 
.during recuperation. The. primary caregivers were also interviewed 2 
months after discharage. An analysis of the results showed that 
affect, socioeconomic status, and social support were predictive of 
self -assessed health. These eldervly individuals assessed not only 
their ability to function, but the extent to which other services 
were necessary to them, the extent to w£ich someone had to be 
involved as a caregiver and was committed and able, and the extent to 
which giving care strained or burdened that person. The extent 'to 
which services from all sources were planned, received, and 
considered sufficient by recipients was associated with their 
perceptions of their own health. The findings indicate that health is 
socially determined in part by the actions of. others, and defined by 
one's perceptions of self and primary caregivers. (BL) 
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'» " v ^ " » ' * • " 

Predictors of Self-Assessed health Among Elderly Po$t 
Hospitalization - • , ' * 

. •>. • • f - ^ , ■ . * ■ 

Self-assessed health is Important as a domain for study' 

' ■ • ' / . . ; \, 

because" it incorporates both objective information an 4 subjective 
perceptions into a' general state or sta'nce* wi^th implications 
for heal th-relate'd b eh av i or y Previous studies have f o'und 

.■ - rh 'I • • 

.predictors or co rx-e lates' of self-assessed health to include 

. ; . / ■■ . - ' 

physical function, ,Wa f f ec t , 1 and sbc io-economic variablefS. This 
study asked elderly respondents discharged two months previously 
from an acute hospital to assess their health ^in terms of the 
present status of the condition for which they were hospitalized, 

■-: . • ■ / : . • ■ . 

satisfaction with progress of this condition, and overall health 
apart from this condition,. A ccrmposite measure of. self-assessed 

health was derived from these questions. As in previous studies, 

/ ' *, \ . . ■ t .v?' ' • ■ • # • J * 

affect and socioeconomic status were predictors. Uni.que to this 

study were the contributions of su'pport system variables. c The- 

findings suggest that individuals do not, assess their health 

as isolated individual units, but jn relation to their support 

* > -it 

systems; and that further* research on the con-tribution of support 

systems to self-assessed health is needed ./ 

/ '. ' ■ 

Key Words: S e 1 f.-a s s e s s e 8 health® support system, elderly 



Predictors of Self - Assessed Health Among' Eld eTrl'y Post *. 
Hospitalization • 0 ... ) 

. - •, • - • -fH 

SeLf -assessments of health by the elderly have begun^™ 

j' . ■ '.',.''■") 

receive increasing attention by researchers. In part this ' i 'IkM 

• • . ' ■ \ -HI 

because of the association of sel*f -assessed health with other 
measures of' health which are more difficult to obtain, as f orW 
example physician assessments ( c • f Fillenbaum,' 1979 ; L aw'X on.':^|;) . 
et. al. , 1967 ; Snow and Crapq, 1982). Self-assessed .health has 
also been used as a measure of need - for care; or as a predictor * 
of utilizatiorj of_ health- or social services (Wolinsky et. a 1 v 
1983). However, our interest here is in self-assessed health • 
as its own domain, and in the predictors of this domain. 

, Viewing - self-assessed health as its own domain is in itself 
not novel.. In 1958 Suchman, Phillips and Streib (replicated later 
by Friedsam and Martin, 1963 ) suggested that "perceived health 11 
could be distinguished analytically from other aspects of 
health. Our position, however, goes further. We" feel that what 
makes self-assessed health and its p r ed ic tors tj important for stud; 
is the incorporation *in self-assessed health -of both "objective "| 
indicators of health and an introspective and subjective 
pe f s p e c t ive , b y in d i v i d ua I s , £ h r ou gh wh ich in f or ma t i on' i a b ou t 
health, symptoms and experienced function are filtered. * ^ 

This is essentially the pfcsiti ■0 f llec h an i c ( 1 9 7 9 ), wh o 
notes that "although questions on pe r c e-vve^. h e a 1 t ^s t a t u s , * • 
symptoms, chronic, disease , and s tT i'c t e d" activity are commonly 
asked (in health surveys), the s^e usually reflect a c om p 1 e x 



pattern olf illness perception and\ behavior that £ o ie s.' : - beyond the. 



narrower conceptual definition of-jnorkidity** - one measure of 



illness typically used "is^ re s p ond en t,s 1 perceptions" of their 
j health. .Whereas physicians" ha>e been fiained to- identify 
^iscreteVd isease problems .that^ey can manage in. specific *ways, 
patients tend to have a more global view. They react * ' 
experientially , to' their overall' sensey.of well-be'ing- and. to the 



extent that their symptoms disrupt, their ability to function: 

o-r interfere with important life activities. In one analysis 

*. ■ * * ' ■ " 

.v. to ascertain predict 'ors of subjective health status • , ,^|.we 

found that] psychological distress was significantly associated 

with, subjective ill health in all/^ta sets. The ordering of" 

the relationship j of course, canfte interpte.tfed either wa^, M 

F.rom t r s pec t i v e , self-assessed health- ais a doma\n\ 

incorporates both the o D j 6sc t i v e 11 information the respondent 



may h\ve about his health stacks, a global assessment of -personal 

,j» • . * \ - < a : 

Jjjealth, his mood or feelings about this global assessment, arid 

I 4 • 

expectations about the* conseque-nce.s of being in this state. , 
Selcf-assessed health, and, i/cs predictor^, are thus important 
because self-assessed health incorporates both objective f^nd 
subjectiye, elements 'into a general .state or stance with 
consequences, both for morbidity and future action (such as 
„s_e_ek_i ri g services)'. It is. therefore not s urp rising — that — — 



■+ --, — 



seflf -assessed health has )been found t"o be associated w i"Th ' 
self-image,, morale, e^tional we 11 -being ,' and life satisfaction 



(Friedsain and Martin', 1 9 6 3 f^M ad d ox. and Douglass', 1973); concerns 
about heal th^j (Tissue , 19 7 2 ) ; or even mortality ( Mb 1 1 e r 1 9 8 2 ; 



Mossey and Shapiro; 1982 ; Singer e.t . a 1 .* , • 1 9 76-) . ^ V 

S^udi'fcs o,f correlates of s,e 1 f - a s s e s s ed - h e a 1 1 h have often 

foUnd it to be associated with measures of physical function,. 

r ' • ■ "V; 

and physical and psychological symptomatology (c.f-. Deniston 



and Jette, 1980; Hurray, Dunn and Tamopolsky, 1982 ). Other 
factors as w e 1 I r , including 



oc io-d emogr aph i c factors such as 
interaction with one's sqcia'l network, 



age and sex and changes in 

u • -V' ' ; i - /« • 

have also been found to bej assoc iated with self-assessed health 

t Mad d ox and Do.qg 1 as s , 1 9 73 ; ;'" Murray , Dunn 1 and Tar ho po 1 sky , 19 82 ; 

-tt^rkride^ 

■i V . 

discussed in Mechanic -'( 1 9;79 )' -and Wolinsky ( 1983)]. In summary, 
other studies have shown j functional ab i 1 i t y , , emo t i ona 1 factors, 
socip-economic -status and demographic variables^to contribute 
to s<te % f -a s &e s sme n t s of heilth. . 

In thisj present exploratory study, using multiple regression 
methods we examine predictors *of self-assessed health in a sample 
of elde r ly two months after discharge from an acute care " 
hospital* go.als of the analysis are to identify possible, 

groups of' significant predictors of pelf-rated health; assess 
the relative importance and predictive ability of variables 
within these groups; and to explore the iirfp licationsof ^ 
relationships amo^g thes-e variables and self-asses'se/ health. 
■ for- future research, 

* *>" m ■ 4 

T h e . S am pLe ., K i * ' 

s - ' • • ■ - - •■ / ' 

> The^Pos thos p i tal Support Study included a sample of 170 

patients 6*5 years of age or older, consecutively admitted to, 

and then discharged 'from three San Francisco acute care "hospitals 

during the course of one year. - These patients ha\d been 

hospitalized f.or arteribsclerotic heart disease ox an operation 

following hip fracture or f or".r,e p lac emen t of a^hip joint (hip 

arthroplasty); Both these conditions were- chosen because they 

" •> ^ 3 _ • 



require a s r e gu p e r a t i v e period after hos.pital', and because 

. * ' ■ V ' , 

\ . » . 1 ■ .1 - <■ 

patients are not -immediately capable of complete self-care and 

X e_q u _i re s p me, services.. o_r.Ae.LP- from .others f_or_ .niainte/naijce ,... .„.. 

Patients who were too confused to be interviewed were excluded 

"from the sample; otherwise, pat'ients who gave , consent .and whose 

physician gave consent for interview; were included in the 



poTe nt lal <s amp le .' The s ample po o l i'nc 1 ud e^d all hip patients 
at all three hospitals, all heart patients atone (the university 
hospital), and e/ery other heart patie-nt at the otHer two 
hospitals . Patients were interviewed in hospital as close as* 
.possible to discharge and approximately two months- after! 
d i s char gej^ t o the community. One hundred thirty-two patients, 
had both sets or interviews. Eighty-five patients had primary 
caregivers from the, informal system*; that is, they were spouses, 
children, other relatives, or friends, or neighbors. These : ' 
"caregivers were al&o interviewed two'^onths after patient ^ 
discharge to. the. community^ . ^ 

Self-assessed health was assessed by^ three questions from - 
the posthos pita 1 questionnaire which ^asked the respondent to , . ?* 
rate (1) his or her own progress (as .iiot very well, slowly, about 
average, very well) in recovering fromjthe heart condition or * 

✓ 1 " 



hip s u r g a r y in the twb months since hospital discharge ; ( 2 ) 
- ■ ' ■ ' ■ * . - , ' ' V- " 

satisfaction with progress made (impatient, indifferent, 

satisfied), and (.3) overairhealth aside from the heart/hip 

problem (poor, fail 4 , good, excellent). A self-assessed heaith 

score was created by summing the responses to v these three 

question s\ with high sclores indicating high self-assessed 

health. In all, 73 respondents received\cores for self-assessed 

...... : • . , Y' ' \ • ■ 

health; and the analysis is based on this subset, of r e s p onji-ell t s . 



M other Variables Measured ' 

. \ ' , « 

& Physical functioning was -asses-sed b'y combining responses 
from bpth the respondent • and his or her primary '.caregiver into 
the Functional Dependency-: Index (Robinson an/I G.igy:, 1983), 
Caregivers were asked, using the Katrz ADL (Katz and Akpom, 1976), 
to assess . th^ re s pond erirt ' s ab i 1 i t y Co . p e t f 6rm five tasks of 



p e r s on a T c a r e : Tb a t h i n g ~"~ t d r e s si n g~, i 6~tte f t itig ~> t r a n s f e r i n g ( i n 

and out of bed), and. feeding. The /rating for ability for 

. ' ' ' 7 ■ - 1 * . - * a 

s e 1 f -ma In t en anc e at home was generated by asking respondents 1 

to rate (separately) how much assistance was required in six ^ 

instrumental activities of everyday living: transportation, 

shopping, 'laundering, household maintenance ,' meal preparation, 

and ! management of business af fai-rs 1 (Functional Dependency Index, 

Subscale A ; ~R o~b i nso n a "nZ '~ "G i ~g y , 7" I 9 8" 3 T T Resp o v n ses to Qach of tfh e~ ■ ~~ 

eleven items was- assigned a score ranging from 0 to 2. High ' 
■. '• 4 • ? • ••'< \ 

overall scores indicate the respondent is more dependent or more 

frequently, receives assistance in completing tasks of daily J 

^living. Thou.g^h this scale seemingly assesses two different types 

of functioning, the comprehensive Functional Dependency Ind,ex 

actually is more reliable, as measured by Cronbach 1 ' s Alpha, than 

the Katz ADL separately (.8$8 to ..819) and. only modestly less • 

' ■■ i 

reliable than Subscale A alone (.888 to .892). 

•» 

Social contact was assessed by asking respondents 1 for 

: V' . * ' . • t 

names,, residence^ and frequency pf contact for all living 

siblings, Child re.n , other relatives, close friends and known 

... i 

neighbors. The social contact score is the percentage of this 
pptential social support network seen, face-to-face at least/ once 
every two weeks' by respondents. Although data on interactions 
by telephone and c Or respondence also were gathered, the kind 

- 5 - 



of' direct instrumental support often required by the elderly 
necessitates reasonably ,frequept primary, group contact (c.f. 
Ro'sow," 1967 ; Litwak, 1977). 

. There were two measures' df services^received posthdspitaT 
total services' received from formal providers, (recognized 



service agency, landlord or building manager, or anyone paid 

_ .* . ■ * 

for services rendered;; a h 3 tot a 1 services — recei-ved fro m — rn"f otto a _ l 

providers (members of the social support network, or anyyone not 

paid fbr services rendered) . * Respondents ^ -answers were coded 

into the two provider categories for the following questions, 

derived from OARS (Duke University, 1978): "During the past 

two months since ydu got' out of the hospital, has anybody been 

helping you with, nursing .care, social work services, physical^ 

therapy, mental health care, transportation; accompanying 'you""""-"" 

vhen you go out; being with you all the time to look after you; 

'. \ •• . \ * * : 

being with you par,t time to look after you J fixing things around 

. i> , : 

your residence; doing grocery shopping, laundry, household chores 

(washing dishes, taking out the garbage, cleaning); preparing 

■ * * 

meals; managing your business affairs; 'regularly checking on 

* ■ ' • • , ■ • : 

you; helping you With dressing, bathing, toileting, moving around 
the house, transferring to* and from the bed^or a chair? 11 

Three groups of predictors wer e char a c~tleTr i ze 3' — bT>[ItSjLgJt) ! I 
degress of intercorr elation among constituent variables. These 
domains included respondent's posthospital mental health status,, 
primary 'caregiver 1 8i mental, health status, and the caregiver's 
perceptions of his support for the respondent. \In orcier to avoid 



possible correlated error Or suppression effects"/* i n eath domain 

data were reduced using a principal xomponents analysis with^ 

a VARlMAX orthogonal rotation / Nie et al, 197*5). Those, qu'estion's 



having loading* factors witti an absolute value >.,50 were used 
to calpulate component scores. In the two mental health status 
domains tl^e variables included scores on the Brad-burn Affefct : 
Balance Scale (Bradbyrn^ L969 ) and the P.O. M.S. measures of 
depression-, anxi.ety, and hostility (McNair , Lorr , and Drtjppleman 
1971).. In both' cases only, one princi^l component was obtained, 
_w_i_th_high__s chores suggesting a more — involv&d_jnjp..od ..Istate , ' greater 



symptomology , s and less positive affect. ' f 

* * ■ 

The 'caregiver support domain contained six questions from 

the primary caregiver 's questionnaire : "How involved are you 

* . *■ 

in takrng care of the respondent? 11 (rarely, sometimes, a, lot); 

... ^* — 

- V . ' s 

"Has anyone helped you care for the respondent since his x 

discharge from hospital?" (no, yes); "Do you expect the amount 

;_o f_ h.e 1 p you v e t o ±_h e~ respondent fp cha nge ? " ( no y e 9 )j ! ^I f 

you cou'ld no longer help the respondent , is* there - anyone else 

you could count on to provide such help?" (no one, someone); 

"If respondent required 24-hour- care , how'much would you be able 

to h£lp?" (not" at all, now and then, a short time, as long as 

• - ^ . .. 

needed); "If you could not heLp the respondent, how likely is . 

-it the. respondent ^cou Id continue living at the same residence?" 

(not likely at all, not too likely, fairly likely, very likely). 



Prior ~to th e p-r i n c i-p a L c om p o n en t s ana lysis a l 1^ que s ti.o iLs__ wexLe. 

recoded so' that highet scores 'always indicated greater 
involvement of or need for the caregiver. Thus^ the high scores 
were "a lot," "yes," "no" (change was always know^ Eo^mean 1 S 
reduction) "no one," "as long as needed," and "not likely at 
all," respectively. Analysis yielrfed two" principal components 
tentatively designated as need for involvement of primary 
caregiver in respondent 1 s c^re (involvement) and availability 

« * ' - 7 - 

' 10 



of primary caregiver f or 'pro v id ing care to the respondent 
(availability). High scores on invplvement indicate the 
caregiver is highly involved in respondent's care, the amount 
of help he provides is l ikely to change ,~' g Tnd"""the r esp76n"de,n~t "is 
unlikely to be able to stay in his Current residence without 
the cargiver 's* help, High scores on availability indicate that - 
the amount of help from the caregiver — is— not — likely -to~~change-> — - 
there is no other informal caregiver ^ and the caregiver can 
provide 24-hour care. The question concerning whether 1 or not 
the primary caregiver received any help in caring for respondent 
did not load on ^either component and . so was entered into the 
regression equation as a separate variable, 

*• 1 ■ ^ : i 

Other questions of interest included whether or not the 

¥ , / 

respondent rec.ei.ved discharge planning in h6spital (no, yes)j ' 

the respondent s recollection of whether or not he received 

•N 

I " . . . " 

instruction prior to discharge on how to care' for himself at 
home (no, yes*), and the respondent's asses sine nt of the adequacy 
of the amont of help he receives (needs much more help s , n-eeds 
a little more help, gets enough, help, gets more help than needed, 
doesn't need any help'). Also, measured vere the primary 
caregiver's seif-assessed health (a combination of two global 



ques tibns on physical .and emot i.onal status) arid perceived strain 



"as assessed by the Caregiver Strain Index (Robinson, 1983), 



'^"This index is the sum of positive responses ' to. twelve items: 
sleep is disturbed ; inconvenient ; physicail strain; confining; 
family adjustments to be made; changes in personal p^ans; other 
demands on time; emotional Adjustments; some behavior is 
upsetting; upsetting that R has changed from former self; work 
adjustments to be made; financial strain; completely overwhelmed 



- 8 - 
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Twelve variables- assessing demographic status w©^e included 
,iri the- analysis, six for the respondent and six. for' the primary 
caregiver. The v a r i a b 1 e s ; c om'Jion To" " b 6 1 "h" g~ roup s of" v a r i & bl eV ~ T 
were age- (in years) , sex (male*, female) , race < wh i t e , ' nonrwh i'te ) , . 
marital st'ajfus .(married y\not 'married ) and education (highes.tN 



-v. 



; gr-ade .com-^e-ted-)-, — -Respondent— s—in^^^^ 

V v v . ,. ' • ••.•>;•■ • , ' , '• • . ■■ " • ■ ■ . 

caregiver's income was not because too' many data were missing, 
instead/, caregiver 's ^working status* (working; n'Ot working) was 

' '* • "■ .• . • • . . '» 

^employed as a prox.y f or, income, . Respondent ' s -working status ' * 
was not included because -it wa^s nearly cgnstant," alnTost - 

all respondents were retired and / Qr ' d i &ab 1 ed 'and therefore were 
'not working, 

J_ F ina 1 1 y > d utnm y v a_r i_a : bjje s/w s &^ . y r e a t£d __t_0- „r,e.px_e.s£.nt: „_£V p.e 

v of.' patient, (heart^vs, h i p> , ' xjtj 1 a t?i on s h ip cyf primary caregiver 
■to respondent (spouse, child,- other relative, or friend ox 
neighbor), aid site of hospitalization. Tables 1 and 2 describe 

. .the # variables for t e s f>o*nden t s and caregivers initially entered 

■ . ' " ' •■ ; ; " ' ' , i 

, into tne 'regression equation, • 

? '. « '-- Tables 1 and 2; t about her^ — 

Analytic Method^ . 

The respondent , s .self 1 assessed hiBalth was regressed on the 

independent variables using the .SPSS New Regression procedure 

(Hull and Nie7 1981), Tfie object o^ the regression analysis 

was to ^elect the most parsimonious and' powerful' set of 

predictors of self-assessed, healthy Thre criterion for inclusion 

•of predictors in the final model was t h^fc^p r edji c t or s must have 

beta Weigh ts significantly different from zero, at \p ^»05 f In 

the absence of universal standards, this level- w,as chosen to' 
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simultaneously minimize both Type 1 and Type 11 error. That 

is, given the exploratory nature of the original study design, 

it was just as important to avoid ¥ falsely excluding significant 

predic.tors as it was to 1 avoid falsely including non-significant 

predicators • 

. Th e ' r e g,r e s s i on model employed was both hierarchical and 

iterative in nature. From previous studies, we knew that 

s o c i O-- e c o n om ic and demographic variables '"do predict self-assessed 

- t • 

health. Y et from a substantive point of view, we f>e 1 1 

respondents were unlikely to assess their health directly, in 
terms of their caregivers w6rk|! status or their own i n,c ome . \ : i%h i 1 e. 
socio-economic and demographic variables might have predictive 
power, we felt that these were medicated through other variables, 
such as the caregivers involvement in taking care of respondent, 
functional and mental health status, support system contact, 
etc. Therefore, socio-economic and demographic characteristics 
of respondents and primary caregivers were entered in .succeed ing 
steps after the inital entry of other independent variables. 

Initially, there were 20 non-demographic independent 
variables to be entered. These evidenced a mild degree, 
multicollinearit^y; 10% of all possible zero-order correlations 
were significant at p_*L.05. Furthermore, there were incomplete 
data on some variables for respondents, emphasizing the 
relatively small sample size given the number of predictors to 
be assessed. Therefore, in order to reduce multicollinearity 
and increase degress of freedom, iterations were performed (three-* 
in all) until a fl independent variables. .remaining satisfied the 
criterion for inclusion stated previously — the set of f 
significant, unique, non-demographic predictors of respondent's 



- 10 - 
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self-assessed ■ health. 

- - ■ * 

Results 

Table 3 presents the results of the regression before adding 
the socio-economic and demographic variables. Respondents with 
high self-rated health are character hed; as in other studies, 
by a positive emotional state (positives affect with little 

• V i 

> . .« . * 

.de'press i on anx iety, or depression). More striking and "unique 

to this study, h cw ever, is the relationship of self^assessed 

health to instrumental support, both formal and Fnformal; and 

to characteristics of the support system. Thus, formal discharge 

planning in hospital for the respondent, and the receipt of 

services from the informal system both contribute to positive 

self-assessed health. The respondent's sense of not receiving D 

enough help is negatively related to s e 1 f - a s s e s s e d health. An 

\ 

apprai-sal by the caregiver of his or her ability to provide carf 

in th^jjl^j^ure and of the amount of strain generated by caretakihg 

is^ inversely related to the respondent's s e 1 f -a s s e s s e d health. 

An appraisal by the caregiver of -his or her owJj^ emot iona 1 and 

physical health is directly related to the self-assessed healtty 

ofrespondents. . 

While physical function was expected to be directly 

associated with self-assessed health, it is not, after iteration, 

a powerful or parsimonious predictor. Perhaps physical function 

is experienced or mediated through the perceptual variables of 

the respondent ' s receiving "enough" h e 1 p, and the caregiver's 

ability and commitment to continue giving care. That is, it 

is not how an individual functions in an objective sense, but 

\ 

% 

the extent to which he or she feels services are needed and can 

.-11- 1 

9 — • 4.4 



be counted on to complement personal functional ability which 

affects self-assessed health. , 

\f r • • J 

-- Table 3 about here — - 

- • V 

Table 4 presents trfegresults of adding r e s p o n y ciB n t arid 

w i " 

• • > > * ' B 

caregiver socio-economic and demographic variables to the 

I 

regression equation. Somewhat surprisingly, respondents' - 

socio-economic and demographic characteristics dj id not, as a 

* . 2 

group, contribute significantly to R . However, the caregivers' 

. . . 2 

characteristics did, increasing the R from .681 to .940. 

if » t 

— Table 4 about here — 

Accounting for all the statistical variance, however, is 
different frQm adding substantive meaning to the regression 
equation and predictive model. The caregivers' socio-economic 
and demographic characteristics add predictive power to the 
equation. As with physical function and help received, the 
meaning of jthe power \of socio-economic and demographic 
characteristics may lie in the respondents' subjective 
interpretations of these variables as indicators of the 
capability or availability of the caregiver for providing aid. 
For example, does the caregiver's work status act as a 
facilitator (if C is not working) or as a constraint (if C is 
working)? Does the caregiver's marital status act ss facilitator 
(if C is th« spouse) or potential strain (if ~C is a married child 
with other obligations)? Do older caregivers constitute a more 
fragile component of the support system with more physical limits 
on their abilities? 

Furthermore, both respondent's and caregiver's marital 
status and caregiver's work status may also be seen as . 
characteristics of the respondent's support system. Thus, adding 



p/oc io-ec onom i c an d m demog r a ph i v ar i a b 1 e s to the regression 
equation reinforces the importance and weight of support systems 
in respondents assessments of their % own health. The present 
findings, therefore, offer qualified support to previous work 
which shows that demographic m and socio-economic variables have 
a direct effect on self-assessed hea 1th . Statistically they 
do; the mechanisms of how they operate 'to *do so, need further ^ 

: — *V 

clarification. 

■• \ ' • • ; S' 

Discussion \ 

These results suggest that selt-assessed hea/th is a complex 
domain. Emotional state i s indeed ' as s o c i a t^ed with 

self-assessments of, health. Furthermore, in assessing their 

* 

health, elderly assess not just their ability to function, but 
the extent to which other services are necessary to them; tne 

exjent to which someone. must be involved as a caregiver and is 

(' . ' .... ... 

c omm itted and able; and the extent to which giving care strains 

or burdens that persQn. Finally, the extent to which serviced 

from all sources are planned, received, and considered sufficient 

recipients is associated with their perceptions of-their own 

► 

health. 

The literature on se 1 f -as s e s s ed health has not usually 
included or evaluated the c pn t r i b u t i on s of a caregiver or 
caregivers, although some modells of service utilization have 
reearfl^d the involvement of close others as potential 

A . 7 

facilitators to service utilization. The present study suggests 

that caregiver and support system involvement may serve as proxy 

measures for individual perceptions of functional dependency. 

At the beginning of this paper, we suggested that 



se 1 f -assessed health was a global domain involving objective 

and subjective c ojnp'onen t s . Furthermore, we suggested that 

-because self-assessed health comprises the processing of 

information, resulting in a stance towards health outcomes and 

health behaviors, it is *impor tant to ''identify' its predictors. 

As in other stu'dies, the present analysis has found' predictors 

of self-assessed health to include the respondent's affective 

state and socio-economic status . Beyond that, predictors p;f^ 

self-assessed heal th. unijque to... this study, "inc l ade - the ex_tent 

of service receipt from others; and subjective assessments of 

the chief caregiver's abilities, commitment a'nd strain, ■■ 

In short, people- do not assess their own heal'th as isolated 

individual units. N Health is assessed- in relation to others, 
* : 

taking, into account** what the individual perceives may be needed 

. 

from caregivers for self-maintenance, and what others are , 
committed and able to do. Health is socially deteVmined in part 
by the actions of others, and defined by one's perceptions of 
^self a rijtt primary caregivers. ( 

This study differs from much previous work, however, in 
that the measuring instrument for self-assessed health emphasizes 
recovery from a discrete eveht as well as a global assessment" 
of health. It is possible that the recency of the event in 
combination with the content of the questionnaires may have 
sensitized the respondent to issues of service provision and 
the efficacy of his support network. (Besides problems of 

- 1 

measurement, this would >help account for the extremely high 
percentage of variance explained in the dependent variable). 
Nevertheless, the results indicate the saliency of support 
systems to the elderly 1 s self-assessment of health. Further, 

14 - 



17 



the importance of support networks increase^ with the onset o 
health-threatening events . Beyoh^j thi6 question, the results 
of the present study confirm that the underlying structure of 
self-assessed health Uy the elderly is a multivariate one tha 
includes affective , perceptual, and social components and 
invo.lves assessment not only of >the lelf but of caregivers as 
well. • . il. . • v ' ' / 
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Table 1. Characteristics of 73 Patients with Mlowup Interviews, Collaterals, and Self-Assessed Health Scores 



Name of Variable 



1 



Self-Assessed Health 



R's Emotional Status 
at Followup 



Functional Dependency 
Index ^ 

/ 

Total Services Received 
from Formal Providers 



Composition ' , ' 

. * 

The ' sum -of answers ■ 
to Qs: Progress . 
In health problem^ 
[not very ttelj, slowly, 
average* very well]; ■ 
Satisfaction with 
• prog'ress [not satis- ■ 
fied, neutral, satisfied]; 
Overall health aside from 
problem [poor, ■ fair, 
good, excellent] 

The sura' of negatively A 

weighted score for: 
_ Bradburn. 

Balance; 

positively 
" weighted 

scores for POMS Anxiety, 
. Depression, Hostility 

Respondent's [R's] self- 
report in 6 IADL items 
plus Caregiver's 
(C's) report on 5 Katz 
ADL items for R 

Sum 



Meaning of 
High Score 

Better 
Self- ' 
Assessed • 
Health 



Greater 
symtomatology, 
less positive 
affect 



More dependent , 
receives more 
assistance, less 
independence 



Receives more 
services 



[Range] ■# Mean 
[3 - 11] 8.63 



[-15.4 r +1,02] -8.7 



t t0— 12] 5,02 



[0-7] 1.55 



Standard 
Deviatl oi 

1.91 



3.35 



4.28 



1.82 



Total Services Received 
from Informal Providers 



Sum 



Receives more 
services 



[0 - 13] 5,9= 



2.73 



R=Respondent, C=Caregiver V *y • 

Robinson,' B. and Gigy, L, "Functional dependency index." Presented at the Annual Meetings of the Western Gerontological 
Society, Alberqderque, New Mexico, April 1983. ' 
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Table 1 continued (page 2) 



Name of Variable 


Composition 


Meaning of 
High Score 


Heart y Primary 
Problem at Hospital 
Admission 


All Arteriosclerotic 
Heart Diagnoses: No 
Hip Diagnoses 


0=Hip 
l=Heart 


Social Contact 
(as percent) 


v. Number of people in R's 
personal network seen 
every two weeks divided 
. 'by the total number of 
people (family, friends, 
neighbors, others) men- 
tioned by R (times 100) 


i 

Sees more of 
potential informal 
support systems 

».' 


Discharge Planning \ 


R Received 
D,.P. in Hospital 


0=No. 
^I=Yes 




Received Instructions 
in Hospital on Self- 
Care at Home . 


m 


. 0=No 
l=Yes 




R Needs More Help 

'■■'■(.■' 




l=Needs no help 
^Receives more 
"heV than needs 

3- Receives enough 

4- Needsja little ' 
' .more/ 

5=Need(6 much more 


Spouse 


Spouse is main caregiver 


m 
w« 


! 


Children • 

■ 


Child is main caregiver 


0=No 
l=Yes 


\ . .. 
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Table 1 continued (page 11 

Name of Variable Composition 



Friend' or Neighbor 

University. Hospital 
HMO Hospital 



Age (in Years) 



Sex 



Race 



Marital Status : 



Education: Highest 
Grade; Completed ., 



Friend or Neighbor 
is main caregiver 

i > 

Patient was hospitalized 
■at University Hospital 



Patient was hospitalized 
at Health Maintenance 
Organization Hospital 



Meaning of 
High Score ; 

0 B No 
Wf-Yea 

No , s 
>Yes ( , 

04'6. 
l=YeL. 



Older - 

0=Male ■ '• 
rl=Female 

' 0=White 
l s Nonwhite 

0=Not married \ 
l=Married 

1«C yrs school 
2=7-9th grade 
, 3=part high school 
4-high school graduate * 
5=post high school, business 

or tiade school 
6=j unior college, AA degree 
7«partial college 
8 e college graduate 
9-part graduate training. 
10 3 graduate, professional 

degree 



Meaning of Standard 
Composition High Score \ [Range] Mean Deviation 



28 



1-S499 \ [1-11] 5.52 1.97 

2=1500-2999 ' [$6789] [+$2000] 

3=3000-4999'. 
4=5000-7499 
5=7500-9999 
6=10,000-14,999 
7=)5,000-19,949 
8=20,0(30-24,999- 
9=25,000-34,999 
10=35,000-49,999 
11=250,000 
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Table 2, Characteristics of Main Caregivers 



Name of Variable 

Caregiver Involvement 
Score 



Composition 

The sum of weighted scores 
for (positive weight) C 
states he/she is highly 
Involved in providing care 
to R; (negative weight) 
Help provided is likely 
to change in future; 
(Positive weight) R is' 
unlikely to be able to 
stay at present residence 
without C's help. 

The sum of positively 
weighted scoresyfor: 
Help from C unlikely to 
change; No one but C 
can provide help; C can* 
provide 24-hour care. 



Caregiver is Assisted C states to Q: has been 
inCaregiving assisted by other in 



Meaning of 
High Score ' 

C's present and 
future involvement 
and R's dependency 
is high 



. [Range] Mean 
[.53 - 5 .06] 2.75 



Caregiver's Availa- 
bility in Caregiving 



C's present and . 
future involvement 
^is high. and compre- 
hensive: 



[1.96 - 5.293 3.58 



0 = No 

1 «'Yes 



[DM] DM 



■ caring for R 



Caregiver's Affect 



Caregiver's Self-Rated' 
Health 



The sum of; negatively Greater symptoma- 

weighted Bradburn Balance , tology, less positive 
Score; positively weighted' a ff ect 

POMS Anxiety, Depression, 
Hostility Scores 

The sum of answers to Q's: Higher self-rated 
overall emotional and over- health 
all physical health at this 
tine 



[-18.07 - +2.14) -9.77 



[4-8] 6.26 



Caregiver Strain Index 1 The sum of positive 

responses to 12 items 



Greater strain 



[0 - 12] 3.52 



Robinson, B,, "Validation of a caregiver strain index;"' Journal of Gerontology 38: 344-348, 1983. 



Table 2, continued 



Name of Variable 
Age (in years) 
Sex 

Race' 

Marital Status 



Education (highest 
grade completed) 



Composition 



Working Status 



Meaning of 






Standard 


High Score 


[Range] 


Mean 


Deviation 


Older 


[Li. " OJJ 


q Q 7 c 




0=Male 


' DNA ( 


DNA 


DNA 


1-Feniale * 








J ■ 

0=White 


DNA 


DNA 


< 

DNA 


Ji liULlWllXuw 








0=Not married 


DNA 


DNA ; 


DNA 


^Married 








1. \7 vt* 4 ? Rphnnl 


t* AUJ 


* OA 
J* J4 


0 CO 

2.58 


£t / Jill giaUc 


/ 


[high 




3. partial h.s. 


( 


BCHOQ1 




4. H.S. grad • 




gJ.aU ft 




5. Bus., trade i 




some 


• 


fi Tr Pnllpoo AA 
Ui ji i ^UiicgC) art. 




additional 




7. Partial College 


i 


schooling] 




8. CoIIppp Grad 






9. Part prof, training 








10. Grad, level, professional 




» 




decree 








0=Not working I 


DNA 


DNA 


DNA 


Morking 
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Table 3. Predictors of Patients* Self -Assessed Health Two Months Posthospital 

1 



Predi*cto*" 
Jar iables 

.'s Emotional Status 

C 1 s->Self-Rated Health 

R Needs More Help 

C f s Availability to 
^Provide Care 

Caregiver Strain 
Index 

Received Discharge 
Planning in Hospital 



-. 377*"** 

.57 3** 
-. 879*** 



-.812 



*** 



Total Sefvicara Received 
from Informal) Providers 



-.185** 



1\ 095** 



-.185** 



Beta 
-.650 



.311 
-.350 
-.450 

.318 

.269 

d 

. 318 



R Change 
.328 
.084 
.081 
.077 

.031 

.042 



031 



F(7,40)=12.211***'* 





p<> 


05 


** 


p<. 


01 


* * * 


v<. 


001 


**** 


.p<- 


0001 









Predictor variables are listed in the order in -which they entered 
the regression equation in a stepwise procedure. 
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Table 4. Impact of Socioeconomic and Demographic Predictor Variables on Self-Aaa^ssed Health 

(U , (2) , (3) , v 

Variables B BETA Change B , BETA FChange B . . BETA ITChange 

No'n Socio-Economic and . . ^ ' 

^ Non-Demographic Predictors . 681*** 

R's Emotional Status ' -,377*** -.650 : -.384*** ,-.661 -.412*** -.711 

R Needs ^pre Help -.879** , -.350 -.941** -.375 -1,288*** -.513 

C's Availability to -.812*** -.450 -1.087*** -.602 -1.173*** -.650 

Provide Care J ■ s* 

Discharge Planning in 1.095** .,269 1.655*'* ',406 2.211*** ,543 

, 4 Hospital 

Total Services Received ,145* ,217 ,132 ,197 ,095* ,142 

From Informal' Providers- A 
■ Caregiver Strain. Index -*185** -.318 -.208** -.356 <205,*** -.351 

i J ' : 

Respondent Socio-Economic ■ . 

Demographic Predictors . . " ,047 ■' ' 

' A 8 e •' -,025' -.081 -.018 ^ -.060 • 

- - • . .033. ' ,008y * ,531 ,129 



u ™ \ i . .642 .129 -1.042 -.210 

Marital Status . ' V 4 1.02-7 ,244 1,965*** ,467 

Education: Highest Grade y ,008 ,011 ,035 ,045 , 

Completed ; ' . ' • 

Respondent's Income ' N '. -.163 -.153 -.224** -.211 

i ■ 

Collateral Socio-Economic , . „,*"'• 

and Demographic Predictors ... . ..I ■ . 212*** 

A 8 e , : - ,« -.083*** 

Sex . 4 : -.296 -.068 . • 

Race , * 2.180** .431' ' 

Marital Status , -.251 -.058 

Education: Highest Grade -.171** -.216 
Completed • 

Working Status ■ , ; -",773* -.186 . • • 

. • "2 •' ■ -l " '■ ■ ■ 

:■. 35 Total ? ; 1 .681 . .v ; 728 ■ - . 940 2 

r '*p<.05 **p<.01 ***p<.001 ' . O *)/. 

ERIC3.29)°5.976, p<.0001 _ ' ' ?° 

■rtPp9^3).lB;871, p<. 0001 , 



